A 40 year old lady underwent mastectomy for left breast tumour in 1994. Histopathologic examination of the tissue revealed benign phyllodes. 2 years later, in 1996, she presented with a lump at the operated site which was excised through the previous incision line. Subsequently in 1998 and in 2000, she underwent repeated surgeries for recurrent swelling at the same site. In 2004, she developed a nodule at the operated area for which she went for homeopathic treatment. The nodule then progressed to an ulceration and histopathologic examination revealed malignant Phyllodes. She was then treated with resection of the chest wall followed by reconstruction with prolene mesh & LD flap. 5 yrs follow-up of the patient showed no sign of further recurrence. 
Case 2:
A 28 year old female was referred with recurrent breast tumour after having had multiple previous breast operations. In September 2004, she was admitted in Mymensingh Medical College Hospital with the complaints of a hugely enlarged, tense, congested left breast with surface ulceration, for 3 months. She was treated with simple mastectomy and histopathological examination revealed fibroadenoma. 9 months later, she presented to the same hospital with a lump in mastectomy site for 5 months. smelling discharge, at the operated area for 1 month. FNAC from the lump revealed fibroadenoma but excision biopsy of the lump reported as malignant Phyllodes tumour. She was then referred for radiotherapy.
3 months later she presented to the department of Plastic surgery, Dhaka Medical College Hospital, with an ulceration of right chest wall at the previously operated site. FNAC showed malignant Phyllodes tumor. She was treated with wide local excision and latissimus dorsi flap reconstruction of chest wall followed by post-operative radiotherapy. Metastatic disease was ruled out.
Despite mastectomy and radiotherapy, 3 years later, she presented with a recurrence in the chest wall (LDflap) which was treated with wide local excision along with axillary clearance. Histopathological examination of the lesion and the removed lymph nodes revealed malignant Phyllodes. 
Discussion:
The Phyllodes tumour of the breast is a rare entity which accounts for 0.3-0.5% of all breast neoplasms 4,5 . They have an incidence of about 2.1 per million, the peak of which occurs in women aged 45-49 years 5 . These biphasic breast tumours are composed of an epithelial component and a cellular, spindle cell stroma forming a leaf-like structure.
Its biological features vary greatly with different individuals and its manifestations range from fibroadenoma-like changes to those of typical sarcomas.There are no pathognomonic mammographic or ultrasound features. Diagnostically, core tissue biopsy represents an attractive means for pre-operative diagnosis and aids in the differentiation of phyllodes tumours from fibroadenomas. Based on microscopic appearance of the stromal component, phyllodes tumours are classified into benign, borderline, and malignant histotypes. However, histological appearance may not correlate with clinical behavior. Approximately 15 to 30% of all phyllodes tumours are classified as malignant 5 . Standard surgical treatment for Phyllodes tumour consists of complete tumour excision with wide radial margin of at least 1-2 cm. 1, 2, 6 Mastectomy is recommended for large tumour (>10cm), multiple recurrent tumours, and for tumours of <10 cm in a patient with small breast 2 . In general, immediate breast reconstruction can be performed at the time of mastectomy for phyllodes tumours. Axillary dissection is not routine unless nodes are enlarged 1, 2 . With adequate treatment, patients remain symptom free for a longer term. Radiotherapy is Local recurrence rates for phyllodes tumours are 15 to 20% 5 . The feature most closely related to local recurrence, more than histological type and grade, is the presence of tumour at the surgical margins 5 . In both the cases, patients underwent several surgical procedures for local recurrences, probably due to inadequate surgical margins. Both cases required mastectomy to reduce the chance of recurrence, still then they developed recurrences. Emphasis to be given on extirpation of all visible tumour and breast tissue, as recurrence is unlikely after a complete clearance.
Full thickness chest wall resection and reconstruction, as a palliative or curative treatment for phyllodes tumour, is an aggressive approach reported rarely in the literature, and appears to have been successful in the reported two cases. Chest wall invasion is an uncommon event. Reinfuss et al reported 2.4% pectoralis major invasion 7 . Moore and Kinne recommend extended excision of involved pectoralis major muscle, follwed by chest wall reconstruction with Marlex mesh and methylmethacrylate. Among the reported cases, one case showed only pectoralis major invasion, no deeper invasion, managed by pectoralis major excision and LD-reconstruction. The other case required rib excision, in addition.
Conclusion:
The principle for the treatment of phyllodes tumour, benign or malignant, is to perform an extended excision of tumour and adjacent tissues to ensure tumour free surgical margin, which might even require mastectomy. Management of recurrent phyllodes tumour, especially post-mastectomy, poses a challenge of reconstruction to the surgeons. Review of the limited number of available literatures and the treatment outcome of the reported two cases emphasize on full-thickness chest wall resection and reconstruction as the preferred management option for recurrent phyllodes tumour.
